and synmptoms, should aid one in ascertaining the true nature of the clinical picture presented.
R. G. G.
[86] Calvarial hyperostosis and the accompanying symptom-complex.-SHERWOOD MOORE. Arch. of Neurol. and Psychiat., 1936, 35, 975 . M1OORE recognizes four types of thickening of the calvaria; hyperostosis frontalis interna, nebula frontalis, hyperostosis calvarii diffusa and hyperostosis frontoparietalis.
In the first type the overgrowth of cancellous bone lies on the inner table and is covered on its intracranial aspect by a smooth lamella of compact bone. There is no evidence of an inflammatory process. This deposit of bone is increased in density, as seen in roentgenograms. Increase in density progresses from the inner table outwardly through the diploe and the hyperostotic deposit is progressive; roentgenographically it can be divided into degrees of development. Morphologically, it may be either nodular or sessile. In certain cases the orbital plate of the frontal bone is chiefly, if not exclusively, involved, and this change may be combined with calcification in the falx cerebri.
The second type of calvarial change consists of a triangular or ellipsoid area of increased density located in the squama frontalis, extending downward from a base on the sagittal plane. There are no projections from its intracranial surface, and it is less clearly defined than the preceding type of hyperostosis. It also has a progressive development.
The third type of hyperostosis is one in which there is a generalized increase in thickness of the entire vault, with an increase of density of the diploe which is in excess of that to be anticipated from mere increased volume of bone.
The fourth type, which is perhaps but a step in the development of the third, has the maximum thickening of the diploe at approximately the centre point of the parietal and squamous portions of the frontal bones. This type of hyperostosis produces a gentle grooving of the vault at the site of the sagittal and coronal sutures.
In each of the four types there is bilateral symmetry, both in extent and degree, of the osseous changes. There is no change in the outer table of the skull, which remains regular and smooth. The skull does not increase in size, so that the increased volume of the bone has to be accommodated at the expense of the capacity of the cranial cavity. The incidence of all types was 350ABTAS the other may be foretold in a substantial proportion of cases. Probably the symptoms antedate the osseous changes.
The differential diagnosis of the disorder has to be made first from osseous dystrophies. The unequal incidence in the two sexes (98 per cent. in women) separates these conditions from other osseous dystrophies, practically all of which occur with approximately the same frequency in the two sexes. The condition occurs rather late in adult life and may possibly be a metabolic disease in which, as far as is known at present, only fat and calcium metabolism is at fault. R. M. S.
[ CARR'S series of 17 cases of hyperostosis of the frontal bones all occurred in women, and in more than half obesity was a prominent feature. Increased sugar tolerance, low basal metabolic rates, menstrual disturbance and headache were also noted. In several cases striking improvement followed aminoacid therapy, gelatin being used for this purpose.
To assist in demonstrating the clinical features, Carr relates the histories of three cases claimed to be typical of the syndrome; the information given is, however, too meagre to be of much value.
R. M. S.
[88] Multiple telangiectases of the brain.-J. C. MICHAEL and P. M. LEVIN. . Arch. of Neurol. and Psychiat., 1936, 36, 514 . A REPORT of a family is presented in which five members suffered from convulsive seizures or migrainoid attacks with focal manifestations. Rcentgenograms of the skull in two cases disclosed multiple areas of intracranial calcification. Pathological examination of the lesions in one case showed them to be telangiectases of the brain.
The clinical diagnosis of cerebral telangiectases is made with difficulty. The presenting symptom is usually epilepsy. Focal attacks and paralysis are frequent. The long duration of symptoms and the absence of intracranial hypertension will exclude neoplasm. Telangiectases may be suspected from the family history, the existence of extraneural vascular malformations, or possibly the presence of peculiar areas of intracerebral calcification seen in the roentgenogram. Attention is called to a report by Fritzsche of a familial disease of the nervous system characterized by diffuse calcification in the grey matter of the brain-cerebral cortex, basal nuclei and dentate nucleus.
In their review of cases of multiple telangiectases of the nervous system the authors omit all reference to the cases recently described in this country which are characterized by amentia, navus in the territory of the fifth cranial nerve and contralateral infantile cerebral hemiplegia.
R THE author describes three cases presenting the classical signs of intracranial pressure. In addition there were signs usually associated with cerebellar lesions and defects in the lateral parts of the visual fields.
The author refers to Cushing's work, which shows that, in view of the paths of the optic radiations, defects of the visual fields, especially in the upper quadrantal areas, may occur in temporal lesions. He then goes on to discuss whether apparent cerebellar signs, especially if irregular and referred to both sides of the body, can be due to frontal or temporal lobe lesions. He believes that the explanation in the case of the temporal lobes is that there may be a suprasegmental centre for the vestibular apparatus situated in the temporal lobe.
[92] Forced grasping and the physiological phenomena of holding (Prensionle forzata e fenomeni fisiologici di presa). G. CURTI. Riv. di pat.
nerv. e ment., 1935, 46, 640. THE literaturc of the subject is reviewed and the diagnostic importance of this sign is assessed. A case is described in which various graspinlg phenomenla were observed in the period before death.
It is necessary to try to define the nature and localization of the phcnomena, which are still in some uncertainty.
[93] Constructive apraxia: Psychological views on the conception of space.-L. VAN DER HORST. Jour. Nerv. Jient. Dis., 1936, 80, 645 . TinIs article, describing experimental work and the clinical observation oIn a case, illustrates the importance of spatial perceptions in psychic ' niake-up," and claims that it is a formal constituent of the power of perception and that interference with spatial perceptions will influence both gnosis and praxia. R. G. G.
[94] Further observations on apraxia. W. MAYER-GROSS. Jour. of Mlent. Sci., 1936, 82, 744 . TiIis paper gives in rough outline a psychological analysis of miotor behaviour in relation to the problemn of automatism. An attempt is miade to apply Jackson's principle of ' reduction to a more automatic condition ' in cerebral lesions to cases of apraxia of different kinds. A psychological analysis of constructional tests is given, and the relation of constructional apraxia to other forms of apraxia is illustrated by cases and discussed. The special test of ' free construction,' in contrast to constructing with a given pattern, is described and its psychological significance analysed.
C. S. R.
[95] Removal of left cerebral hemisphere: report of a case.-ROBERT ZOLLINGER. Arch. of Neurol. and Psychiat., 1935, 34, 1055 . FOLLOWING the removal of the left cerebral hemisphere for extensive infiltration by a tumour, clinical examination of the patient, a right-handed woman, yielded the following findings:
An elementary vocabulary was retained, which was partially increased by training in speech.
It was difficult to evaluate the mental capacity of the patient. She was more calm after Qperation, but was less willing to perform coordinated movements. She did experience emotional reactions, but they were not marked.
The functions of the cranial nerves were well preserved except for slight weakness of the right side of the face and the absence of the corneal reflex on the left.
The spastic paralysis on the right side was replaced by flaccid paralysis. Stimulation of the head and neck, of the upper extremities (with the exception of the thenar eminences and palms of the hands) and of the upper parts of the chest down to the borderline of D3 caused an extensor reflex of the upper extremities. Stimulation of all parts below D3 and of the palms and the thenar eminences produced flexor synergias. These reflex movements could be evoked only by nociceptive stimuli. The exceptional fact is. emphasized that the reflex-responses varied according to the location of the stimuli in a regular manner.
The pathophysiological significance of this phenomenon cannot as yet be satisfactorily explained.
A survey of the literature indicates that reflex synergias of the upper extremities may exist already in lesions of the upper cervical cord without implying complete loss of voluntary innervation or consciousness. In such cases the reflex synergias have to be considered as mere spinal automatisms. The three reported observations, however, showed extensive destruction of one or both cerebral hemispheres with evidence of increased intracranial pressure. The clinical picture resembled somewhat the phenomena seen in decerebrate animals; hence it is assumed that in addition to an undamaged spinal cord a fairly normal brainstem function is necessary to produce the types of reflexes described above.
[97] Relations between cranial X-ray diagnosis and essential epilepsy (In tema di rapporti fra radiodiagnostica cranica ed epilessia essenziale). G. GASTALDI. Riv. di pat. nerv. e ment., 1936, 47, 213. FRONI the systematic radiological examination of the cranium of 25 cases of essential epilepsy the author found as follows:
In none of them was there any evidence of radiographic alteration from normal which could suggest any pathological endocranial lesion that might be responsible for the convulsive manifestations.
In five cases pathological alterations in the volume of the sella were noted (one showed a small sella, one too large a sella, two modifications of the posterior clonoid processes, and one epiphyseal calcification).
In eight cases the radiograms suggested intracranial hypertension. It is difficult, however, to be sure of the existence of hydrocephalus, and dilatation of vessels alonle cannot be regarded as a definite sign.
Some cases show all these signs without any corresponding clinical manifestations.
[ , 1935, 44, 225. A clinical description of the case is given. The course was slow and peripheral and cranial nerves seemed to be involved, and the vesical sphincters were affected. The cerebrospinal fluid showed increase in protein and globulin, and syphilitic reactions were negative. Histological studies showed alterations in the cells and fibres of the central nervous system, in the spinal ganglia and in the spinal roots and cranial nerves. The discovery of lesions in the spinal ganglia is a factor hitherto undescribed in amyotrophic lateral sclerosis. There was also degeneration of the optic nerve, which has not previously been described. R. G. G.
[106], A case of familial myopathic progressive muscular dystrophy (Caso di distrofia muscolare progressiva miopatica famigliare).-G. BINI. Riv. di pat. nerv. e ment., 1935, 44, 406.
THREE sisters in a fairly large family suffered from the complaint. The muscular lesions eventually produced an almost complete immobility. The only lesions found were in the locomotor muscles, not in the vegetative muscles. There was no damage to the nervous system, central or peripheral, or to the endocrine or any other system. The death of the patients took place rapidly in an acute delirium.
[107] An electromyographic study of myotonia.-D. B. LINDSLEY and E. C. CURNER. Arch. of Neurol. and Psychiat., 1936, 35, 253 . A CASE of myotonia congenita and a case of dystrophia myotonica are described. The myotonia, which appeared to be the same in the two, was studied electromyographically.
The after-contraction of myotonic muscles, which persists after the cessation of voluntary effort or brief mechanical stimulation, is accompanied by action currents. This indicates that the phenomenon is neurogenic rather than myogenic.
The evidence presented favours the hypothesis that the after-contraction of myotonia is of reflex origin and is due to the persistent discharge of hyperexcitable sensory end-organs in the muscle.
Injections of ergotamine tartrate, pilocarpine hydrochloride and epinephrine hydrochloride have proved ineffective in relieving the myotonic condition, although calcium gluconate and calcium chloride have significantly reduced the amount and duration of the after-contraction.
[108] Dietary deficiencies as the aetiological factor in certain neurological syndromes.-O. C. PERKINS. Jour. Nerv. Ment. Dis., 1936, 83, 505 . FROM the study of 82 cases in which multiple neuritis was an outstanding clinical entity, and in many of which there were mental symptoms, it was found that digestive disturbances were constantly present. A logical explanation for the lack of intake, failure of proper digestion or assimilation could be found in nearly every case. The varieties of clinical syndromes closely approximated those seen in such deficiency diseases as beriberi, pellagra, and sprue, which are accepted as being due to a lack of one of the vitamin groups. The known pathology of the nervous system in these syndromes compares favourably with that seen in the accepted deficiency diseases. Finally, there was the therapeutic test of improvement when the patients were placed on a high vitamin diet.
From the above observations the author believes that the failure to ingest the required amount of vitamins, or the inability to digest or assimilate the vitamins ingested, is responsible for the neurological syndromes presented by the patients.
He can offer no definite evidence as to any specific vitamin that is responsible for these changes in the central nervous system. Since the syndromes offer both clinical and pathological fragments of deficiency diseases which are accepted as being due to different vitamins, he supposes that in many instances the lack of more than one type of vitamin is responsible for the pathology. Until this subject has been more thoroughly investigated, these patients should be treated by a full diet rich in vitamins, especially B1 and B2. R. G. G.
[109] Central nervous system involvement in undulant fever, with the report of a case and a survey of the literature.-R. N. DE JONG. Jour. Nerv. Ment. Dis., 1936, 83, 430 . UNDULANT fever, characteristically a generalized infection, may show evidence of localization of the disease process. Uncomplicated undulant fever is almost always accompanied by some nervous system symptoms, apparently due to the action of a bacterial toxin which may have a special affinity for the central and peripheral nervous systems. Occasionally there is an actual invasion of the nervous system by the causative organism, with a resulting encephalitis, meningitis, or myelitis. Focal localization of the infection within the nervous system may result in aphasia, hemiplegia, hypertrophic pachymeningitis, muscular atrophies and pareses, or transverse myelitis. The diagnosis is suspected when characteristic neurological signs and symptoms are found in a patient known to have undulant fever, but examination of the cerebrospinal fluid is necessary to ascertain the diagnosis.
The spinal fluid characteristically shows increased pressure, pleocytosis, increased albumin, and decreased glucose and chlorides, but for confirmation of the diagnosis the organism of undulant fever must be isolated from the fluid. Pathologically, there is a subacute, non-specific meningitis, which may not be localized, and a diffuse or localized myelitis or encephalitis, characterized by perivascular infiltrations and ganglion cell degeneration. The nervous system complications may be the first evidence of systemic undulant fever or may not occur until months after the onset of the infection. The reported cases have all occurred in young individuals. Treatment is limited to general measures and various types of sera, the efficacy of which has not been definitely determined. Repeated lumbar punctures may be of value. These complications are rare, serious, but not necessarily fatal. Their prognosis, to a certain extent at least, may be related to the relative pathogenicity for man of the variety of Brucella melitensis involved.
A case of undulant fever meningoencephalitis has been presented. The clinical picture was characterized by headache, vertigo, diplopia, tinnitus, transient paralyses, and nuchal rigidity. The diagnosis was confirmed by the spinal fluid findings, and by the isolation of Brucella melitensis, var. abortus, from the fluid. Some improvement collowed treatmeint by means of palliative measures and antiserum.
[110] Contribution to the study of acromicria (Contributo allo studio dell'acromicria).-MI. BERGONzI. Riv. di pat. nierv. e ment., 1936, 47, 125 . ACRO-MICRIA is the antithesis of acromegaly and is characterized by a smallness of the extremities and a tendency to fragility of the bones. There is an alteration in the quality and diminution of quantity of the cosinophils in the anterior lobe of the pituitary. There is a large quantity of colloid in the intermedia of the pituitary and a basophil infiltration of the pars nervosa.
The thyroid is small and there is a great scarcity of colloid in this gland. There is in fact a definite hypothyroidism. R. G. G.
[111] The incidence of the clinical types of neurosyphilis in males, in pregnant and in non-pregnant females. Neurol. and Psychiat., 1936, 36, 449 . SURGICAL therapy demands the most exhausti-e preliminary study of the pathological anatomy involved, and no surgical procedure should be couintenanced unless it is directed bv rational analysis of the individual wtiological problemi. In idiopathic epilepsy each seizure is probably initiated by a discharge in the grey matter, which is just as foeal as that in the cases of epileptiform seizures which result from a gross lesion of the brain. There may be nothing in the outward manifestation to distinguish one form of convuilsion fromn the other. But the initial clinical problem is to discover whether or not a gross lesion exists in the brain as well as what pathological influences may play on it. When history, examination or pattern of attack suggests the possibility of a focal lesion, ani encephalogranm should be made and an attack observed.
In essential epilepsy there is no gross organic defect of the brain, but there is nevertheless a common organic abnormality, which may be described as cerebral v-asolability. This irritability of cerebral vessels is found also, although to a less extent, in focal epilepsy with a gross lesion of the brain.
Conclusions regarding the more important methods of surgical treatmenlt proposed for essential epilepsy may be summarized as follows:
1. Cervicothoracic sympathetic ganglionectomy has failed, except perhaps in the occasional case in which the condition is associated with obvious abnormality of the sympathetic nervous system.
2. Removal of the carotid body and denervationi of the carotid sinius
are as yet without theoretical justification except in the rare case of demonstrably abnormal carotid sinus reflex. Nevertheless, the practical results secured by Lauwers demand further consideration. 3. Subtemporal decompression should be carried out onlv occasionally as an incident to craniotomy undertaken for other purposes or in the rare
